Nasal injuries are a common presentation to emergency departments and primary care settings. Acute nasal injury often occurs as a result of trauma and can lead to epistaxis, nasal fracture, or even nasal septal haematoma. Epistaxis accounts for 33% of all admissions to emergency ear, nose, and throat (ENT) departments and head and neck surgery facilities, and it can require cautery or packing. 1 Occasionally surgical intervention might be required. Nasal fractures are the third most common type of fracture and the most common type of facial fracture.
Nasal injuries are a common presentation to emergency departments and primary care settings. Acute nasal injury often occurs as a result of trauma and can lead to epistaxis, nasal fracture, or even nasal septal haematoma. Epistaxis accounts for 33% of all admissions to emergency ear, nose, and throat (ENT) departments and head and neck surgery facilities, and it can require cautery or packing. 1 Occasionally surgical intervention might be required. Nasal fractures are the third most common type of fracture and the most common type of facial fracture. 2 3 The nasal spine lengthens and begins to ossify at around 3 years of age, completing its growth and ossification during puberty. 4 Nasal fractures are therefore predominantly seen in the adult population. The incidence of nasal fractures is rising in the United Kingdom, especially among girls and women, and is most commonly caused by assault. 5 Other forms of trauma, such as sporting injury, account for most other cases. Nasal septal haematomas are rarer, but require urgent evaluation to prevent nasal deformity.
A recent study showed that after clinical teaching to junior emergency doctors, appropriate nasal examination and documentation rates increased from 30% to 97%, 6 and the rate of unnecessary facial and nasal radiographs performed also decreased from 42% to 0%. 
Sources and selection criteria
We performed a literature review up to April 2014 using the Medline and EMBASE databases. We identified relevant publications using the search terms "nose" or "nasal" and "trauma" or "injury" or "fracture." These, combined with our current clinical practice, have formed the basis of our review. Because of the paucity of randomised controlled trials and prospective cohort studies, most of the data come from interdepartmental audits. There are no widely used guidelines. The available evidence is lacking in quality and quantity and there is plenty of scope for more definitive studies.
What should you ask?
Patients with nasal injury might present in the emergency department immediately after injury or in primary care a few days later. Ensure that the airway is patent and there is no cardiorespiratory compromise-Once this has been established, take a more detailed clinical history. Relevant preceding events-Ask about these especially in the case of assault, as they might be needed for medicolegal reasons. Explore the possibility that an underlying medical problem might have caused the injury. For instance, in the event of a fall, ask whether the patient had any dizziness or weakness before the fall. Try to obtain a collateral history to determine whether seizures or syncope might have led to the injury. Determine the mechanism of the injury by establishing whether the trauma was blunt or penetrating and what force resulted in the injury-for example, face hitting the ground or a fist making contact with the nose. This could give an indication to the degree of trauma incurred and whether other facial fractures or other injuries were sustained. Common symptoms after nasal trauma-Ask about nasal pain, epistaxis, and nasal deformity. 8 Less commonly, the nose can be inflamed and blocked; this could affect a patient's ability to breathe through his or her nose. Inquire about the duration of epistaxis and the approximate quantity of blood lost. Ask about the type and severity of pain so that adequate analgesia can be prescribed. Also, ask patients whether they have noticed a substantial change in the appearance of their nose, although the nose is likely to be more swollen immediately after trauma. Exclude damage to adjacent tissues-Ask about any changes in bite or vision, which could indicate a facial fracture, and whether there has been any persistent fluid leakage from the nose, which could indicate cerebrospinal fluid leakage. The olfactory nerve passes through the cribriform plate, and if it is damaged or compressed anosmia may result. Therefore ask about changes in the patient's sense of smell. Rarely, a patient
• Refer immediately to the emergency department if the patient has persistent epistaxis, nasal septal haematoma, persistent rhinorrhoea, visual disturbance, suspected facial fracture, severe headache or neck pain, or neurological signs
• Radiographs are not indicated in most cases
• Refer people with nasal fractures and obvious nasal deformity but no other injuries to the ear, nose, and throat (ENT) department within 7-14 days may develop ascending meningitis after a breach in the skull base. Photophobia and neck stiffness are therefore important symptoms to ask about. 9 Document a history of surgery or trauma to the nose, including when and where the surgery was performed, because it might influence future management. Ask if there is any change in nasal deviation because the nose might have been deviated by previous, healed injuries.
How should you examine the patient?
External nasal examination-Start distally and move proximally. Fractures of the nasal bone most commonly occur distally where the nasal bone is at its broadest and thinnest. 10 The presence of bruising, haemorrhage, or haematoma suggests structural injury. Palpate for tenderness, mobility, and irregularity. A step deformity is common in fractured nasal bones because it indicates displacement of the bony nasal pyramid. Occasionally, the nasal pyramid collapses and a fragment might become depressed. This requires elevation under general anaesthetic. Internal nasal examination-Ideally, this should be performed using a Thudichum's speculum to improve the view. A local anaesthetic nasal spray may be needed if this is painful for the patient. However, if a Thudichum's speculum or an alternative is not available, use a pen torch to inspect the anterior part of the nose. Check for septum deviation and for a fluctuant swelling consistent with septal haematoma. 11 Septal haematomas are usually bilateral and can have the appearance of cherries up the nose (see fig 1⇓) . It is unusual for haematomas to be unilateral. If nasal septal haematoma is suspected, refer urgently to the ENT department for incision and drainage. Examination of other areas-If the trauma is substantial, perform a full neurological examination to rule out any intracranial bleeding. Paraesthesia or anaesthesia over the face suggests a more serious facial injury. 13 Evaluate visual acuity because visual disturbances might indicate fractures of other facial bones-for example, orbital fractures. An orbital fracture may require review by the ophthalmology department and intervention from a maxillofacial surgeon.
What should you do next?
Carefully document all findings. In simple nasal trauma diagnosis should be through clinical findings.
14 Radiographs are not indicated in most cases of nasal injury unless there is suspicion of fractures of the other facial bones. The diagnosis of simple nasal trauma should be through clinical findings. For all acute nasal injuries, ensure the patient has adequate analgesia. In general practice-Refer patients with the features in box 1 to the emergency department immediately. Analgesia can be used to alleviate pain associated with the injury. For those with simple nasal fractures alone, see the management advice below. In the emergency department-If blood loss was considered extensive, check the patient's haemoglobin levels and consider transfusion based on local guidelines. Management of epistaxis depends on whether or not bleeding has resolved spontaneously before the consultation. Should there be ongoing bleeding, pack the nose using a nasal tampon, intranasal balloon device, or alternative. This might result in reduction of a nasal fracture-if present-and help the epistaxis to resolve. After 24 hours, nasal packing can be removed and nasal examination performed. If bleeding has stopped spontaneously, nasal examination can be done immediately. If a bleeding point is identified, attempt cautery and dress the nose with chlorhexidine hydrochloride-neomycin sulfate (marketed as Naseptin) cream. Prescribe chlorhexidine hydrochloride-neomycin sulfate cream for two weeks to be placed in both nostrils as long as the patient does not have a peanut allergy (chlorhexidine hydrochloride-neomycin sulfate contains peanut products).
Nasal septal haematoma requires urgent referral to the ENT department so that the haematoma can be incised and drained, which reduces the incidence of nasal deformity (saddle nose deformity). 15 Should the fracture break the skin, or if bone is protruding, check the patient's tetanus status and consider a booster if indicated.
Consider facial radiographs such as anteroposterior skull films and an orthopantogram to determine the extent of trauma if a more complex facial injury is suspected-for instance because of parasthesia, degree of facial trauma, suspected fracture of other bones, visual disturbance, neck stiffness, and photophobia. Refer compound fractures to an ENT specialist and facial fractures to a maxillofacial surgeon for an immediate review.
In the case of persistent rhinorrhoea an urgent neurosurgical opinion is necessary.
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Simple nasal fractures
Patients with simple nasal fractures and no deformity do not necessarily need to be seen by a specialist. Patients with suspected nasal fractures and obvious nasal deformity but no other injuries should be referred to an ENT casualty clinic or an equivalent service with a view to assessment by a specialist within 7-10 days from the time of injury. They will then undergo nasal manipulation under anaesthesia (closed reduction), an endonasal septorhinoplasty, or an external septorhinoplasty (open reduction), depending on the extent of their nasal fractures and the time elapsed since injury. Most noses are amenable to closed reduction as long as the procedure is not delayed. Arrange referral for seven or more days after the injury to allow the swelling from the initial injury to subside and enable successful inspection of the dorsum. Do not delay referral for more than 14 days because this increases the risk of an unsuccessful closed reduction due to bony fusion as part of the healing process.
If patients do not require immediate referral to the ENT department, advise them to go to an emergency department if they develop persistent epistaxis; persistent nasal discharge; or headache, photophobia, and neck stiffness. They should also avoid contact sports and strenuous exercise until they are seen by a specialist. Most nasal fractures are amenable to closed reduction and produce a satisfactory outcome, especially if referred early. 17 It is essential to make patients aware that revision surgery is a possibility if they are not pleased with the aesthetic outcome. A recent survey found that 42% of 151 respondents who underwent closed reduction would consider this. 18 After nasal surgery patients are often advised to avoid strenuous exercise for two weeks and avoid contact sports for up to six weeks, although advice varies between departments because of a lack of widely accepted evidence based guidelines.
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